JANE PALMER, MA, LMHC
624 37TH Avenue

Seattle, WA 98122

206-325-8989

AUTHORIZATION TO RELEASE INFORMATION

Client: _____________________________________________
I hereby authorize Jane Palmer, MA, LMHC, to furnish, obtain, exchange and/or release mental health and other relevant information with:

Name: ______________________________________________

Organization:_________________________________________

Address:_____________________________________________

Phone:_______________________________________________

Such information may include medical, social, and psychological history, diagnostic and treatment records, test data, medicines prescribed, and similar information for the purpose of assisting in assessment and/or treatment.

I understand that in order to protect the confidentiality of the information, my agreement to obtain or release the information is necessary. This permission is limited for the purposes listed above and to the person listed above. This consent will be effective for sixty (60) days from the signature date. I also understand that I can revoke this consent at any time, except for action which has already been taken.
_____________________________________


_____________

Client Signature (Age 13 and over)


 

Date

___________________________________

Parent/Legal Guardian Signature (client under age 13
______________________________________


________________

Witness







Date

